C
anWest Global Communica tion's bid to overturn Ottawa's ban on direct-to-consumer advertising (DTCA) of prescription drugs will face a stiff challenge after a court ruling has allowed a coalition of Canadian health and consumer groups and unions to intervene.
The Nov. 5th decision by the Ontario Superior Court means that CanWest will not only have to oppose Health Canada, which currently forbids public advertising of prescription drugs, but advocacy groups who fear that such advertising will lead to unsafe drug use and increased public health care costs. The case is scheduled to be heard in January or February, and will likely end up in the Supreme Court of Canada.
It is estimated that the annual Canadian drug advertising market is worth about half a billion dollars. The court decision means the coalition will be allowed to introduce evidence against lifting of DTCA and to crossexamine witnesses. Coalition members include the Women and Health Protection, Canadian Health Coalition, Medical Reform Group of Ontario, Canadian Federation of Nurses Unions, Canadian Energy and Paperworkers Union, Canadian Union of Public Employees, Drug Safety Canada and Society of Diabetic Rights.
CANWEST SET TO CHALLENGE BAN ON DTCA
Alicia Priest "It's an important precedent in terms of an ad hoc coalition of groups applying for standing like this," said the group's lawyer Stephen Shrybman shortly after the November ruling.
Last December CanWest, which owns 11 of Canada's major daily newspapers including the National Post, a major television channel and other media outlets, launched a legal challenge to the federal law outlawing American-style prescription drug advertising, claiming that the regulation discriminates against its business interests. Betsy Chaly, CanWest director of corporate communications, said the basis of the claim is that Health Canada regulations are contradictory to the Charter of Rights and Freedoms.
"In a nutshell really -because it's long and complicated -is that it's against freedom of expression," Chaly said. "From our perspective it's something that needs to be addressed especially with Canadians viewing television and journals, etcetera, coming from the [United] States that do allow DTCA. It's just the environment -it's time to look at this."
Coalition members, however, maintain that allowing DTCA would harm both the physical and fiscal health of Canadians. Citing the report of a senior FDA official who estimated that 35 000 to 45 000 Americans died from heart attacks due to the heavily-advertised and now withdrawn arthritic pain drug rofecoxib (Vioxx), they argue that the pharmaceutical industry is the last place to turn for reliable, unbiased and comprehensive information on medications (Lancet 2005; 365 [9458] : [475] [476] [477] [478] [479] [480] [481] .
"Loosening the rules in any way will not be good for public health," says Women and Health Protection (WHP) Coordinator Anne Rochon Ford. "We feel there is a particular case to be made for the added impact on women, because women 3. The Institutions of the Health System Must Be Changed. The health care system should be structured in a manner in which the equally valuable contribution of all health care workers is recognized. Both the public and health care workers should have a direct say in resource allocation and in determining the setting in which health care is provided.
are prescribed more drugs and because women are often the targets of the advertising, there are specific campaigns directed very pointedly at girls and young women for certain drugs." The WHP group is urging people to tell their elected representatives, including the federal health minister, that they oppose legalizing DTCA.
The coalition's economic concern focuses on research showing that DTCA results in increased drug consumption particularly of newer, more expensive drugs (CMAJ 2003; 169[5] : 405-12). That outcome, they say, will drive up costs of health benefit plans and threatens the sustainability of publicly funded health care.
"DTCA will basically destroy Medicare," says Mike McBane of the Canadian Health Coalition. "Drugs are the biggest threat to public health insurance programs in Canada -costs are completely out of control. Prescribing practices are out of control and they will get worse by a factor of 10 if they start saturation drug ads." According to the Canadian Institute for Health Information, drugs are the fastest growing category of health care spending, with total expenditures estimated to have reached almost $25 billion in 2005, an increase of 11% over the previous year.
Barbara Mintzes, researcher with the University of British Columbia's Centre for Health Services and Policy Research, says she is stunned at the timing of the CanWest challenge.
"The key surprising aspect of this case is that it comes at this point in time, after the Vioxx disaster and also after the US industry association has brought in self-regulatory guidelines to limit its own advertising practices," Mintzes stated an e-interview from Amsterdam. "Secondly, the Institute of Medicine report on drug safety in the US drew a strong link between safety concerns and DTCA. They recommended a moratorium on any advertising to the public of drugs within their first two years on the market, within a US context in which a total ban was unlikely."
DTCA is a live issue elsewhere as well. In Europe, a proposal to weaken the ban on advertising prescription-only medicines was overwhelmingly rejected by the European Parliament 2 years ago. The European Commission recently stated that it regrets that decision and called for a reform of the European pharmaceutical legislation.
However, in New Zealandthe only country other than the US that currently allows DTCA -the government is expected to ban DTCA after several reviews recommended rejecting it and the fact that many doctors in New Zealand oppose DTCA (Br J Gen Pract 2003; April: 342-5 T hese are personal views prompted by a recent debate in the MRG on 'expensive therapies' and who funds them. The bottom line of that debate was that therapies of proven effectiveness should be provided at no cost bar the cost of taxation.
In my view, this whole issue is inextricably bound up with one myth and one pointlessly stark contrast. The myth is that of 'One society' -ignoring the obvious reality of a class divided society. The unneeded stark contrast is 'prevention or cure', coming from the ancient public health ethos that propounds an 'ounce of prevention is better than a cure'.
This adage is no doubt largely correct. But it is trumpeted as a truism used by a capitalist ruling class to present a 'rationale' to cut or deny curative health services. This was done under Thatcher to the National Health Services in the UK, and its replacement with a private system has been well chronicled by Prof Pollock (Reviewed in: "NHS PLC: The Privatisation of Our Health Care": Re-SOME CONSIDERATIONS FOR TODAY'S PROGRESSIVE PHYSICIANS view of Radical Political Economics. 2006; 38: 484-487 True the people at the lower rungs of the Whitehall study, may not immediately remind one of the 'proletariat' of the 1880's. I do not propose to discuss this here, and will simply argue that the essential characteristic of 'workers' is their lack of ownership of the means of production -meaning they have to work for a living.
Even if that loose definition is unsatisfactory, surely the following should be acceptable: 'What is of interest to the capitalist is not the same as of what is of interest to the worker'. The workers wish to achieve a reasonable standard of life: including education, access to health care services and some measure of life security. The capitalists wish to maximize profit and to minimize 'payouts' to the worker. Payouts here include access to expensive health care.
(c) Capitalists and Health
Capitalists are not necessarily averse to spending liberally on health care where it was essential to their own well-being. To maintain a healthy war machine during the Boer War, the ruling class made steps towards public health. The ruling class recognized that averting diseases of potential infective epidemic nature was important. In England it charged Owen Chadwick to create one of the first national sanitation systems.
However capitalists are less inclined to spend liberally on diseases not obviously linked to an immediate threat to them from the 'great unwashed'. Moreover, they are reluctant to curb profit-making in areas linked to modern diseases, as shown by two major modern epidemic diseases: cancers and cardiovascular heart and stroke disease.
Moreover, both are intimately related to major profitable sectors of the economy. These are firstly the foods industry (marketing cheap but likely dangerous foodstuffs); secondly those industrial concerns linked to the plastics and chemical industry (which are un-interested in the potentially carcinogenic effects of their un-checked growth). Finally there is the pharmaceutical industry that has a vested interest in marketing expensive drugs in this area. One developing and profitable area is private health care.
Is it true that Government is impoverished? I suppose no one really says this, but in health economic speak, there are echoing images of a rag-wrapped, penurious government (see 'Putting a Price on life'; Drummond M and Marshall D; Globe and Mail December 8 th 2006; p.A25). Further, how closely does government reflect the interests of 'workers society'? Firstly Canada is not anywhere near the highest spender on health care. This is demonstrated in Figure 1 , page 3, using OECD figures from 2005 . I do not argue about how much better outcomes might be -I am simply addressing the issue of 'too little money to pay for expensive drugs'.
Second: Governmental revenue collection (its income) is hardly especially hitting the very well off. Figure 2 is drawn from a government web-site [http:http://www.fin.gc.ca/ budget06/transcrp/slidee.htm] and shows that a minuscule portion of tax comes from the fat cats.
The same web-site also projects an even greater fall in cor- This now should be related back, to the determinant of health that was left aside under (a) above. For the poverty of some -is directly linked to the wealth of others. This togetherness (some would say dialectical relationship) is usually ignored in academic treatises on poverty as a determinant of health. Undoubtedly our society has a democratic character. But, the 'choice' of the population to elect representatives is, I would contend, largely restricted to a support of the status quo. Even if you disagree with this viewpoint, ask 'how much real information is available to the population?' Or 'What do we really know about the distribution of the budget?'
SOME CONSIDERATIONS FOR TODAY'S PROGRESSIVE PHYSICIANS (continued)
Or 'What do we even know about the Budget's overall 'plus' sign or 'negative' sign?' There are very big games going on behind locked doors. As noted, the Ministry of Finance website makes statements about the budget , not whether a 'surplus' might or might not exist. Who knows the real state of affairs? These are shell games of convenience to the representatives of the ruling class. To base arguments on whether or not funding for drugs are to be made on them, is foolish to say the least.
Global budget totals are bad enough to fathom, but what about how the apportioning of the total to sub-components takes place?
What drives the apportioning of monies for troops in Afghanistan as opposed to the health service? And do restrictions in the health care sec- It is interesting to compare the current discussion, with how the discussion on anti-retroviral therapy proceeded. This of course is a transmissible infectious disease. On the whole it would seem to me that progressives were pretty clear that this type of therapy, potentially expensive -should be made available. It is striking to me, how this is patently not so argued for anti-cancer drugs.
Previously the MRG reviewed options for effecive but costly therapies. These included insistence on obtaining greater democracy in community control of hospital boards, to explicit societal trade-offs of helicopters versus drugs. Perhaps another set of areas that need atten-
tion from the MRG include: Caps on drug company profits; insistence on adequate arms length research for new therapies with clinically relevant outcomes; insistence on adequate environmental research on aspects of oncogenesis; more adequate curbs on the foods industry etc.
These require political will to stand against profiteering. Given the propositions that I offer under (b) and (c) above, it is unsurprising that I am highly doubtful that the Conservative or Liberal government would ever take such positons. In my opinion, when push comes to shove, I doubt the NDP would. But in a sense, that is not the MRG's problem. The MRG's problem is how ethically to form a position on this question.♦ O ntario's finances are in much better shape than Finance Minister Greg Sorbara claims, says an Ontario Alternative Budget (OAB) Technical Paper released today by the Canadian Centre for Policy Alternatives.
According to the report, authored by OAB Co-chair and CCPA Research Associate Hugh Mackenzie, it is well within the government's capacity to balance its budget in each of the next three years-contrary to the government's 2006 Fall Update, which projected deficits through 2008-9.
The report points out that this year's deficit is entirely attributable to reserves and contingency funds that, half way through the fiscal year, have not yet been spent. Contingencies and reserves included in the deficit calculation total $2.5 billion, well in excess of the forecast $1.9 billion deficit. "Without reserves and contingency allocations, the Budget is in surplus in each of the three forecast years," Mackenzie explains. "In addition, the government has continued its practice of underestimating revenue and overestimating expenditures and debt service costs in its budget forecasts."
SOME
In both of the Budget years for which the Liberal government was fully responsible and for which final numbers are in, the final Budget balance was substantially better than the position forecast at budget time.
Mackenzie suggests the government is trying to keep the deficit story alive for the next 10 months in order to generate a "surprise" balanced Budget on the eve of the 2007 election campaign.
While Mackenzie asserts that a surplus is likely in each of the next three years, those surpluses will not be substantial. "They are unlikely to approach the $2.4 billion cost of repealing the Health Premium, for example," he says.♦ Funded by the ministry of health, CHCs provide a comprehensive model of multidisciplinary primary-care services intended to serve both urban and rural communities.
CHCs are managed by community boards of directors who are made up of people from the local community including those who use the health centres' services.
The budgets of every CHC in Ontario added together comprise a mere 0.0056 per cent of Ontario's health-care budget. Yet, despite providing a shining example of a primary health-care model that really works, recent actions by the health ministry threaten to undermine the ability of CHCs to provide comprehensive health care.
Historically, CHCs have been set up to serve people more susceptible to health problems than the general population, such as refugees, new immigrants, seniors and people with low incomes, including the homeless and those living in rural poverty.
Many of our patients have no money left for food, let alone healthy food, after they pay their rent. Many live in crowded shelters or outdoors without shelter. Although it is challenging to provide good care to people who lack many of the social determinants of health, CHCs have shown that it is possible to do just that with a solid team approach.
We have palliative patients attempting to die with dignity in apartments infested with thousands of bedbugs. Because they cannot afford the services of pest control companies, essential homemaking and home health-care services pull out.
Community Health Centres provide shining examples of primary health care that really works.
We often look after pregnant refugees who come to us late in their third trimester, having received no prenatal care -in which case we must cram nine months of prenatal care into a few short weeks. We care for many newcomers who have experienced war and torture and who come to us with profound symptoms of depression and post-traumatic stress. A larger than average number of children in our community have speech and language delays and developmental problems that require prompt and decisive interventions.
Our patients have complex health and social problems. While we can prescribe medication to lower their high blood pressure or help them manage their diabetes, who is going to obtain prescription drug coverage for them? Who is going to help them obtain a health card so they can see a specialist?
Who is going to help them stave off ever-imminent evictions? Who will intervene to correct mindless bureaucratic errors that result in lost income cheques? Who will help those with disabling anxiety learn coping strategies to function in the world?
Who will run prenatal classes, teach parenting skills, grow community gardens in impoverished communities and develop innovative outreach programs so that the most vulnerable are not excluded from the health-care system?
The answer is, the amazing multidisciplinary teams we work with every day: nurses, social workers, community workers, dietitians, ethno cultural outreach workers and administrative staff who maintain the flow of patient care and programs.
Without them, we cannot provide good care to our patients. Without them, our patients' health is seriously at risk. Without them the future costs to the health-care system will be greater than ever.
While physicians have powerful professional organizations to fight for decent salaries, our colleagues unfortunately do not.
Currently, CHC workers are negotiating for salary increases with the ministry of health, without much success. For all the reasons outlined above, we would like to see the government deal fairly with these highly skilled health and social service staff, who work with some of the most challenging patients in the province.
If no just settlement is reached, the government will ultimately jeopardize our ability to properly care for patients.♦ 
Published as an op-ed in the Toronto

ONTARIO HEALTH COALITION RELEASES ANALY-SIS OF BILL 140--ONTARIO LONG TERM CARE ACT [Assembled by Janet Maher from Ontario Health Coalition updates.]
acts and replaces them. 2. There is no obligation for the government to provide for and fund access to long term care. In fact, the fundamental principle in the previous Acts stated that homes should be run to adequately meet the needs of the residents. This is now removed. In all the sections of the act that deal with admissions and standards there is no obligation of the Ministry to provide access to care and adequately meet the care needs of residents. 3. Many of the standards and other provisions of the Act will be set out in regulations. But there is no requirement for the government to consult on the regulations. We are advocating for a consultation process.♦ Adequate funding must be provided for ongoing supportive home and community care to offer seniors, persons with disabilities and those with chronic illnesses the opportunity to live in the community as long as possible. NOT IN THE ACT 1) A province-wide minimum staffing standard that ensures sufficient hands-on staff to provide a minimum of 3.5 hours per day of nursing and personal care per day per resident. This is to reach the goal of prevention of risk, it is not an optimum. Increases in staffing should be shared proportionately among all members of the health care team. The government must fund and set standards for specialty units or facilities for persons with cognitive impairment who have been assessed as potentially aggressive, and staff them with sufficient numbers of appropriately trained workers.
NOT IN THE ACT: THERE IS A POSSIBILITY IT CAN BE INCLUDED IN A REGULATION PERTAINING TO STANDARDS BUT THE GOVERNMENT HAS NOT YET AGREED TO THIS.
2) A provincial funding model that is based on a uniform assessment tool across the province to ensure that there are uniform provincial standards and funding assessment tools across all LHINs. The funding model must provide adequate funding for the required staffing ratio set out in #1 and strong accountability as to how that money is spent.
NOT IN THE ACT: THE FUNDING AND ASSESSMENT TOOLS ARE LEFT TO REGULATION AND LICENSE AGREEMENTS AND LHINS SERVICE AGREEMENTS.
3) The continuance of the new completely random surprise inspection regime with an adequate number of inspectors to respond to complaints within a reasonable amount of time. Any assessment process must include talking with representatives from residents' and family councils where they exist and speaking to nursing and personal care staff.
ANNUAL INSPECTIONS THAT ARE UNANNOUNCED ARE IN THE ACT. OTHER INSPECTIONS MAY BE PRECEDED BY NOTICE TO THE FACILITY UNDER THE REGULATIONS. HOWEVER, THE REGU-LATIONS MAY EXEMPT SOME HOMES FROM ANNUAL INSPECTIONS.
ONTARIO HEALTH COALITION KEY ISSUES--NOVEMBER 25, 2006
4) A ratio of 60% of facility beds for non-preferred accommodation and 40% for preferred accommodation should be reinstated. No increase in out-of-pocket fees for beds beyond inflation. NOT IN THE ACT: THIS HAS BEEN LEFT TO THE REGULATIONS. 5) All long term care facility beds receive public funding. The legislation must include strong message of support for public and non-profit delivery of care. All new capacity should be built in public and non-profit homes. Operators that transfer their licenses must transfer them to public or non-profit ownership only.
NOT IN THE ACT: THE ACT IS IN OPPOSITION TO THIS. TRANSFERS FROM NON-PROFITS TO FOR-PROFITS ARE ALLOWED AS SPECIFIED IN REGULATIONS. MUNICIPALITIES IN THE NORTH ARE NO LONGER REQUIRED TO HAVE HOMES. THIS ALLOWS THE BALANCE OF HOMES TO SHIFT FURTHER TO FOR-PROFITS.
6) Family councils should be recognized in the legislation with official recognition of their right to advocate. Families must be guaranteed access to the information required to hold facilities accountable. Complaints by family members must trigger an automatic inspection within two weeks of receipt of the complaint. In the case of abuse, the inspection must be immediate. Inspectors should be mandated to meet with family and resident councils where they exist. The Ministry should continue to provide funding and support to establish and continue family councils through the office of the elder care ombudsperson. There must be whistle-blower protection for residents, families and staff that speak out about poor practices in the homes.
FAMILY AND RESIDENTS COUNCILS ARE RECOGNIZED AND HAVE A RIGHT TO RAISE CONCERNS OR COMPLAINTS. NO ROLE IN APPEALS OR INSPECTIONS. COMPLAINTS TRIGGER INSPECTIONS IN PARTICULAR CIRCUMSTANCES. IMMEDIATE INSPECTION IN CASES OF ABUSE IS IN THE ACT. NO FUNDING FOR RESIDENTS AND FAMILY COUNCILS IN THE ACT. NO OMBUDSPERSON. THERE IS WHISTLE-BLOWER PROTECTION IN THE ACT.
7) There must be clear and enforced guidelines in the legislation limiting the use of physical, chemical and environmental restraints on residents. Restraints should only be used for the purpose of preventing harm. There must be a clear decision-making process, notification of families, and restraints-as-last-resort policies. THIS IS IN THE ACT. THERE IS, HOWEVER, SOME CONCERN THAT CHEMICAL RESTRAINTS ARE NOT TREATED THE SAME AS PHYSICAL RESTRAINTS AND ARE NOT RECOGNIZED AS RESTRAINTS IF THEY ARE SET OUT IN THE RESIDENT'S CARE PLAN. 8) Program standards must be reviewed and improved and enforced through the inspection regime set out in #3. More attention must be paid to homes that are non-compliant and strong and effective sanctions must be imposed on homes that are consistently non-compliant with significant care standards including non-renewal of the license to operate.
THERE ARE POTENTIAL SANCTIONS FOR NON-COMPLIANT HOMES. THERE IS NO OBLIGATION FOR THE MINISTRY TO PURSUE SANCTIONS FOR PERSISTENTLY NON-COMPLIANT HOMES.
9) The training opportunities for front-line staff, administrators, and Compliance Advisors must be improved to ensure consistency and an understanding of how to provide residents and staff a safe, secure and compassionate environment. THERE ARE TRAINING PROVISIONS IN THE ACT, HOWEVER, THEY NEED TO BE IMPROVED TO COVER EQUITY ISSUES AND PHSYCOGERIATRIC ISSUES, AMONG OTHERS. 10) Consultation on adequate regulation of retirement homes should be instituted. NOT IN THE ACT.♦
ONTARIO HEALTH COALITION RELEASES ANALYSIS OF BILL 140--THE ONTARIO LONG TERM CARE ACT (continued)
T he latest developments in Al berta show that even rightwing governments can become sensible, and heed the evidence about the best ways of delivering health care," Medical Reform group spokesperson Ahmed Bayoumi said today.
The Alberta government cannot cure the growing costs that ail the health-care system by allowing more private-sector treatment, and the Tories went "astray" by trying to do so, new Alberta Health Minister Dave Hancock said Monday.
Hancock effectively killed notions the new Ed Stelmach government would wade into the divisive and controversial "third way" reforms former premier Ralph Klein tried to push through before being pushed by his Conservatives into retirement last year.
"I think that's where perhaps we've gone astray in the process," Hancock told reporters. "All Albertans should have access to quality care on a timely basis without regard to the bills they pay. It has to start and finish there." "Whether his reasons are political expediency or a realization that publicly funded health care is not only more equitable, but more efficient doesn't really matter," said another MRG spokesperson, Dr. Gordon Guyatt. "This is good news for Albertans -and the change of heart is good news for all Canadians."
The realization that universal coverage is necessary in a civilized society is even beginning to make inroads south of the border. "It's only sensible that when even American Republicans like California Governor Arnold Schwarzenegger are moving toward universal care, Canadians should avoid any backsliding," said Dr. Bayoumi.
"There is still the stealthy privatization of for-profit clinics offering queue-jumping for the rich to deal with," said Dr. Bayoumi. "But the Alberta experience suggests that politicians are waking up to the fact that publicly funded health care delivered by not-for-profit providers is best for Canada."♦ "While the Conservative government claims the guarantee is alive, their behaviour and that of the provincial governments shows it is dead," said MRG spokesperson Dr. Gordon Guyatt. "And that is a good thing." Wait time guarantees focus excessive attention on those nearing the guarantee deadline. Doctors start to see patients approaching the deadline before they see new patients with more pressing needs.
Thus, wait time guarantees result in a set of perverse incentives.
Patients start getting on lists early, even if their problems are trivial. Specialists make many quick short first appointments to ensure patients get off the wait list. Unfortunately, the process of actually sorting the problem out may lengthen interminably.
Norway, Sweden, and Denmark have all tried and abandoned guarantees. Where they persist, they create an unhealthy tension between treating according to need, and treating according to time on the list. "Now, Harper should come clean and admit that wait time guarantees are a failed strategy," Guyatt said.
Harper's admission would only be politically feasible if accompanied by a serious plan to deal with wait times in a productive way.
"An announcement accompanied by targeted funding for developing a national information technology system for reduce wait times would be real progress. Serious moves toward national Pharmacare and national home care programs would reduce wait times would mean real improvement in Canadian health care," Guyatt concluded.♦ T he Ontario Health Coalition has requested that the Minister of Health take action to stop a two-tier clinic from siphoning doctors and nurses out of the public health system to serve wealthy queue-jumpers with unnecessary health services. The clinic is opening its doors in Kingston today.
The clinic, called "Health For Life" charges an initial year fee of $2,500 and $2,000 each subsequent year for enhanced health services. Marketing for such "boutique" medicine clinics is generally targeted to those who are known as the "wealthy well" or the "worried wealthy". "In our view, even at this stage, the company's advertising appears to violate Ontario's Commitment to the Future of Medicare Act by offering to confer preferential access to insured health care services," said Ross Sutherland, RN, Kingston Health Coalition co chair. "In addition, the Canada Health Act requires the province to provide equal access to medically necessary health care. If violations are found the clinic risks fines under Ontario law and the province risks cuts to its transfers from the federal government under the Canada Health Act. Any physicians that sell two-tier services risk fines and discipline for professional misconduct." "We believe that this situation is unethical, unlawful and destructive, and we are asking the McGuinty government to act immediately to stop it, " he added.
"We are deeply concerned about the attempt to create Americanized twotier health services and undermine the achievements of universal Medicare," added Natalie Mehra. "In its advertising, the company is charging a fee for preferential access to physician and related services, co-mingling unnecessary services with those that are insured by OHIP. The Health Coalition raised the issue with the Ministry this afternoon. We are optimistic that the government will intervene to protect the principle of equal access to health services for all Canadians, regardless of income."
Background:
1) The offer to accept payment for conferring preferential access, the act of paying or providing preferred access for those who pay, or failure to report such activities contravenes the Commitment to the Future of Medicare Act and are subject to a fine that the Ministry can levy.
2) The provision of intake, medical history and medical records are covered by OHIP and cannot be subject to fees under the Commitment to the Future of Medicare Act.
3) Clinics that provide preferred access to insured services as a result of paying fees are in violation of the Canada Health Act that states that the health care insurance plan of a province "must provide for insured health services on uniform terms and conditions and on a basis that does not impede or preclude, either directly or indirectly whether by charges made to insured persons or otherwise, reasonable access to those services by insured persons..." The province is expected to enforce the CHA and can have its transfer payments from the federal government reduced for violations. Act, which purported to slow the drift to delist and otherwise limit access to publicly funded health services. The Medical Reform Group intervened assertively, seeking specific regulation to hold government and service providers accountable.
An increasing number of reports of 'private clinics' or stories of expedited access to health services is beginning to concern many of our members and allies, as demonstrated, for example in some of the stories in this issue.
Voters in Ontario will have a chance to make their views know when Ontario has it first fixed date election on Monday, October 4, 2007. The MRG is making plans to prepare a report card on the effectiveness of Bill 8 and welcomes information that will help us evaluate the government's progress on this important issue.♦
